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This visit was for a PSR (Post-Survey Revisit) to 

the State Residential Licensure Survey and the 

Investigation of Complaint IN00139884 

completed on 12/18/2013.

Date of Survey: February 10, 2014.

Facility number: 012798

Provider number: 012798

AIM number: N/A

Survey Team:

Courtney Mujic, RN, TC

Karina Gates, Generalist

Census bed type:

Residential:  46

Total: 46

Census payor type:

Medicaid: 9

Other: 37

Total: 46

Sample: 5

Crownpointe of Greenfield was found to be in 

substantial compliance with 410 IAC 16.2 in 

regard to the PSR to the State Residential 

Licensure Survey and the Investigation of 

Complaint IN00139884.

Quality review completed on Febuary 11, 2014, 

by Janelyn Kulik, RN.

,

 

Indiana State Department of Health

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 16899STATE FORM 1L4D12


